
BRIAN W PAYNE DDS 
orthodontic specialist for adults & children 

WE WOULD LIKE TO "'ECOME YOU AND YOUR CHILD TO OUR OFFICE. OUR GOAL IS TO l\1AKE EVERY 

CHILD'S VISIT PLEASANT AND EDUCATIONAL. WE STRrvE TO TEACH GOOD ORAL CARE THAT WILL 

ENABLE YOUR CHILD TO HAVE A BEAUTIFUL SMILE THAT LASTS A LIFETIME. 

1. TELL Us ABOUT YOUR CHILD 

TODAY'S DATE: _____ _ 

CHILD'S NAME: __________________ _ 
LAST FIRST MI 

NICKNAME: _________ _ o MALE 0 FEMALE 

CHILD' S BmTHDATE _______ CHILD'S AGE _____ _ 

SCHOOL: _______________ GRADE: ___ _ 

GEl'.'ERALIPEDfATRIC DENTIST: _____________ _ 
(PLEASE CI RCLE) 

DATE OF LAST VISIT: ______ _ 

WHO MAY WE THANK FOR REFERRING YOUR ClULD? _____ _ 

2. WHO Is ACCOMPANYING THE CHILD TODAY 

NAME: ____________ RELATION:, ______ _ 

DO YOU HA\'E LEGAL CUSTODY OF THIS ClULD? 0 YES 0 No 

OTHER FAMILY MEMBERS SEEN BY US: __________ _ 

PARENT'S MARITAL STATUS: 0 Slt'l(GLE 0 WIDOWED DSEPARATED 

DMARRIED 0 DIVORCED 

3. PARENTAL INFORMATION 

MOTHER: { 0 STEP MOnIER o GIJARDlAN} 

NA~ffi: _____________________ _ 

ADDRESS: ____________________ _ 

HOME # : _______ WORK #: _______ EXT: __ _ 

EMPLOYER: SS#: 

FATHER: { 0 STEP FATHER o GUARDIAN} 

NAME: 

ADDRESS: 

HOME#: WORK#: EXT: ---
EMPLOYER : SS#: 

4. PERSON RESPONSmLE FOR ACCOlJl\'T 

NAJ'vIE: ____________ RELATION: ____ _ 

BILLING ADDRESS: __ ""7" _______ -,---:=-_---::-__ _ 
STREET APT/CONDO It 

CITY STATE ZIP 

HOME #: _______ WORK #: ______ EXT: 

EMPLOYER:, __________ SS#: ______ _ 

WHO IS REsPONSIBLE FOR MAKING APPOIl'<'TMEl'.'TS? 

NAME: ____________________ _ 

HOME#: WORK#: EXT: 

5. PRIMARY DENTAL INSURANCE 

Do You HAVE ORTHODOl'.'TIC COVERAGE? 0 YES 0 No 

fN~CECO.NAME: ______________ _ 

INSURANCE CO. PHONE #: _____________ _ 

GROUP # (PLAN OR POLICY #) : ___________ _ 

INSURED'S NAME: _______________ _ 

RELATIONSHWTOPATIENT: ____________ _ 

INSURED'S BIRTHDAY: _----''-------''---_ S8#: ______ _ 

INSURED'S EMPLOYER: ______________ _ 

6. SECONDARY DENTAL INSURANCE 

Do You HAVE ORTHODONTIC COVERAGE? 0 YES 0 No 

(N~CECO.NAME: ______________ _ 

(NSURANCECO.PHONE#: _____________ _ 

GROUP # (PLAN OR POLICY #) : ___________ _ 

INSURED'S NAME: ________________ _ 

RELATIONSHW TO PATIENT: ____________ _ 

INSURED'S BIRTHDAY: __ "'--_-'--__ SS#: ______ _ 

INSURED'S EMPLOYER: ______________ _ 



7. W HAT ARE THE MAIN CONCERi~S THAT YOU 

WOULD LIKE ORTHODOl\'TICS TO ACCOMPLISH? 

Has your child ever been evaluated or had orthodontic treatment before? 
Dyes 0 No 

Have there been any injuries to the 
face, mouth teeth or chin? DYes 0 No 

Has your child been informed of any missing or e",ira permanent teeth? 
DYes 0 No 

Has your child ever had any pain I tendemcss in his ! her jaw joint (TMJ 
I TMD)? 0 Yes 0 No 

Docs your child brush his I her teeth daily'? DYes 0 No 

Floss his / her teeth daily? DYes 0 No 

Child's Physician: __________________ _ 

Phone U: __________ Date of Last Visit: _____ _ 

Is your child currently under the care of a physician? 

Has puberty begun? 

Has menstruation llcgun? (Girls) 

Please describe your child's current physical health: 
o Good 0 Fair 0 Poor 

DYes 0 No 

DYes 0 No 

DYes 0 No 

Please list all drugs your child is currently taking: _______ _ 

Please list all drugs your child is allergic to: _________ _ 

8. Has your child ever been diagnosed or treated for 
any of the following? 

Yes No Yes No 
0 0 Cancer/Chemotherapy 0 0 Any Operations 
0 0 Heart Murmur/Rheumatic Fever 0 0 HIV + /AlDS 
0 0 Allergic to Latex /1\lelals 0 0 Hepatitis 
0 0 Congenital Heart Defect 0 0 Handicaps / Disabilities 
0 0 Allergic to Plastic 0 0 Fever Blisters 
0 0 Severe Headaches 0 0 Psychiatric problems 
0 0 Epilepsy/Seizures/Fainting 0 0 Diabetes 
0 0 Any Hospital Stays 0 0 T uberculosis (TB) 
0 0 Hemophilia/ Abnormal Bleeding 0 0 Kidney Probljrns 
0 0 Asthma 0 0 Arthritis 
0 0 Tonsils Removed 0 0 Adenoids Removed 

Please discuss any medical problems that your child had : 

9. Does your child have any of the following habits? 

Yes No Yes No 
0 0 Clenching / Grinding Teeth 0 0 Nursing Bottle Habits 

0 0 Lip Sucking / Biting 0 0 Speech Problems 

0 0 Mouth Breathing 0 0 Thumb / Finger Sucking 

0 0 Nail Biting 0 0 Tongue Thrust 

I understand that the information that I have given today is correct 

to the best of my know/edge. I also understand that this information 
will be held in the strictest confidence and it is my responsibility to 
inform this office of any changes in my child's medical status. 

Signatun Dale 

! Thank you for filling out this form completely. It will enable us 

to help treat your child more effectiveJy. If you have any 
questions at any time, please ask us. We are happy to help. 

OUR OFFICE IS COMMITTED TO MEETING OR EXCEEDING THE STANDARDS OF 

INFECTION CONTROL MANDATED BY OSHA, CDC AND THE ADA. 

A CREDIT REPORT MAY BE USED iN ORDER TO OFFER FLEXIBLE 
PAYMENT SCHEDULES. 

OFFICE USE ONL Y OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OffiCE USE ONLY 

I verbally reviewed the medical I dental information above with the parent / guardian and patient named herein. 

Doctor's Comments: Initial: _______ Date: ______ _ 


	Exam Form Child Pg1 (2).pdf
	Exam Form Child Pg2 (2)

	NICKNME: 
	GRADE: 
	Initial: 
	first: 
	name: 
	cb01: Off
	cb02: Off
	type: child
	dob: 
	age: 
	gmd: 
	thank1: 
	school1: 
	accompanyname: 
	accRELATION: 
	otherfamily2: 
	cb03: Off
	cb04: Off
	cb05: Off
	cb06: Off
	cb07: Off
	cb08: Off
	cb09: Off
	name3: 
	ADDress3: 
	home3: 
	WORK3: 
	EXT3: 
	employer3: 
	cb10: Off
	cb11: Off
	cb14: Off
	cb15: Off
	SS3: 
	Doctors Comments: 
	Doctors Comments2: 
	NAME3_2: 
	NAME3_2address: 
	NAME3_2work: 
	NAME3_2home: 
	NAME3_2ext: 
	6insurance: 
	6insurancephone: 
	6grouppolicy: 
	6insuredname: 
	6relationtopat: 
	6insuredemployer: 
	6insuredbday: 
	6insuredss: 
	5insuredphone: 
	5insuredolicy: 
	5insuredname: 
	5insuredrelationtopat: 
	5insuredemployer: 
	5insuredbday: 
	5insuredss: 
	4responsiblename: 
	4responsiblerelation: 
	4responsibleCITY4: 
	4responsibleSTATE4: 
	4responsibleZIP5: 
	4responsiblehome5: 
	4responsiblework5: 
	4responsibleworkext5: 
	4responsibleemployer5: 
	4responsibless5: 
	4responsiblerespapptname: 
	4responsiblerespappthomephone: 
	4responsiblerespapptworkphone: 
	4responsiblerespapptworkext: 
	4BILLING ADDS: 
	3ss1: 
	3employer: 
	5insuredconame: 
	cb12: Off
	cb13: Off
	6cb12: Off
	6cb13: Off
	7mainconcerns: 
	7mainconcerns2: 
	7cb3: Off
	7cb4: Off
	7cb5: Off
	7cb6: Off
	7cb1: Off
	7cb2: Off
	7cb7: Off
	7cb8: Off
	7cb9: Off
	7cb10: Off
	7cb11: Off
	7cb12: Off
	7cb13: Off
	7cb15: Off
	7cb16: Off
	7cb17: Off
	7cb14: Off
	7childdr: 
	7phone: 
	7lastvist: 
	7cb18: Off
	7fair: Off
	7good: Off
	7poor: Off
	7medications: 
	7medications2: 
	7allergic: 
	7allergic2: 
	8cb1: Off
	8cb2: Off
	8cb3: Off
	8cb4: Off
	8cb5: Off
	8cb6: Off
	8cb7: Off
	8cb8: Off
	8cb9: Off
	8cb10: Off
	8cb11: Off
	8cb13: Off
	8cb14: Off
	8cb15: Off
	8cb16: Off
	8cb17: Off
	8cb18: Off
	8cb19: Off
	8cb20: Off
	8cb21: Off
	8cb22: Off
	8cb23: Off
	8cb24: Off
	8cb25: Off
	8cb26: Off
	8cb27: Off
	8cb28: Off
	8cb29: Off
	8cb30: Off
	8cb31: Off
	8cb32: Off
	8cb33: Off
	8cb34: Off
	8cb35: Off
	8cb36: Off
	8cb37: Off
	8cb38: Off
	8cb39: Off
	8cb12: Off
	8cb45: Off
	8cb44: Off
	8cb43: Off
	8cb42: Off
	8cb41: Off
	8medprob1: 
	8medprob2: 
	8medprob3: 
	9cb1: Off
	9cb2: Off
	9cb3: Off
	9cb4: Off
	9cb5: Off
	9cb6: Off
	9cb7: Off
	9cb8: Off
	9cb9: Off
	9cb10: Off
	9cb11: Off
	9cb12: Off
	9cb13: Off
	9cb14: Off
	9cb15: Off
	9cb16: Off
	9signature: 
	9signaturedate: 
	SUBMIT: 
	middle: 
	date: 
	dateoflastvisit: 
	Dateofficuse: 


